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(B) A physician, practitioner, facil-
ity, or supplier with fewer than 10 full-
time equivalent employees.

(2) Submission of electronic claims re-
quired. Except for claims to which
paragraph (d)(3) or (d)(4) of this section
applies, an initial Medicare claim may
be paid only if submitted as an elec-
tronic claim for processing by the
Medicare fiscal intermediary or carrier
that serves the physician, practitioner,
facility, supplier, or provider of serv-
ices. This requirement does not apply
to any other transactions, including
adjustment or appeal of the initial
Medicare claim.

(3) Exceptions to requirement to submit
electronic claims. The requirement of
paragraph (d)(2) of this section is
waived for any initial Medicare claim
when—

(i) There is no method available for
the submission of an electronic claim.
This exception includes claims sub-
mitted by Medicare beneficiaries and
situations in which the standard adopt-
ed by the Secretary at 45 FR 162.1102
does not support all of the information
necessary for payment of the claim.
The Secretary may identify situations
coming within this exception in guid-
ance.

(ii) The entity submitting the claim
is a small provider of services or small
supplier.

(4) Unusual cases. The Secretary may
waive the requirement of paragraph
(d)(2) of this section in unusual cases as
the Secretary finds appropriate. Un-
usual cases are deemed to exist in the
following situations:

(i) The submission of dental claims.

(ii) There is a service interruption in
the mode of submitting the electronic
claim that is outside the control of the
entity submitting the claim, for the pe-
riod of the interruption.

(iii) The entity submitting the claim
submits fewer than 10 claims to Medi-
care per month, on average.

(iv) The entity submitting the claim
only furnishes services outside of the
U.S. territory.

(v) On demonstration, satisfactory to
the Secretary, of other extraordinary
circumstances precluding submission
of electronic claims.

(b) Effective date. This paragraph (d)
is effective October 16, 2003, and applies

42 CFR Ch. IV (10-1-14 Edition)

to claims submitted on or after Octo-
ber 16, 2003.

[63 FR 6639, Mar. 2, 1988; 53 FR 12945, Apr. 20,
1988, as amended at 59 FR 10299, Mar. 4, 1994;
63 FR 26311, May 12, 1998; 63 FR 53307, Oct. 5,
1998; 66 FR 39601, July 31, 2001; 68 FR 48813,
Aug. 15, 2003; 70 FR 71020, Nov. 25, 2005; 71 FR
48143, Aug. 18, 2006; 72 FR 66405, Nov. 27, 2007]

§424.33 Additional requirements:
Claims for services of providers and
claims by suppliers and nonpartici-
pating hospitals.

All claims for services of providers
and all claims by suppliers and non-
participating hospitals must be—

(a) Filed by the provider, supplier, or
hospital; and

(b) Signed by the provider, supplier,
or hospital unless CMS instructions
waive this requirement.

§424.34 Additional requirements:
Beneficiary’s claim for direct pay-
ment.

(a) Basic rule. A beneficiary’s claim
for direct payment for services fur-
nished by a supplier, or by a non-
participating hospital that has not
elected to claim payment for emer-
gency services, must include an
itemized bill or a ‘‘report of services’’,
as specified in paragraphs (b) and (c) of
this section.

(b) Itemized bill from the hospital or
supplier. The itemized bill for the serv-
ices, which may be receipted or unpaid,
must include all of the following infor-
mation:

(1) The name and address of—

(i) The beneficiary;

(ii) The supplier or nonparticipating
hospital that furnished the services;
and

(iii) The physician who prescribed the
services if they were furnished by a
supplier other than the physician.

(2) The place where each service was
furnished, e.g., home, office, inde-
pendent laboratory, hospital.

(3) The date each service was fur-
nished.

(4) A listing of the services in suffi-
cient detail to permit determination of
payment under the fee schedule for
physicians’ services; for itemized bills
from physicians, appropriate diag-
nostic coding using ICD-9-CM must be
used.

(5) The charges for each service.
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(c) Report of services furnished by a
supplier. For Medicare Part B services
furnished by a supplier, the beneficiary
claims may include the ‘‘Report of
Services’ portion of the appropriate
claims form, completed by the supplier
in accordance with CMS instructions,
in lieu of an itemized bill.

[563 FR 6634, Mar. 2, 1988, as amended at 59 FR
10299, Mar. 4, 1994; 59 FR 26740, May 24, 1994]

§424.36

(a) General rule. The beneficiary’s
own signature is required on the claim
unless the beneficiary has died or the
provisions of paragraphs (b), (¢), or (d)
of this section apply. For purposes of
this section, ‘‘the claim’ includes the
actual claim form or such other form
that contains adequate notice to the
beneficiary or other authorized indi-
vidual that the purpose of the signa-
ture is to authorize a provider or sup-
plier to submit a claim to Medicare for
specified services furnished to the ben-
eficiary.

(b) Who may sign when the beneficiary
is incapable. If the beneficiary is phys-
ically or mentally incapable of signing
the claim, the claim may be signed on
his or her behalf by one of the fol-
lowing:

(1) The beneficiary’s legal guardian.

(2) A relative or other person who re-
ceives social security or other govern-
mental benefits on the beneficiary’s be-
half.

(3) A relative or other person who ar-
ranges for the beneficiary’s treatment
or exercises other responsibility for his
or her affairs.

(4) A representative of an agency or
institution that did not furnish the
services for which payment is claimed
but furnished other care, services, or
assistance to the beneficiary.

(5) A representative of the provider
or of the nonparticipating hospital
claiming payment for services it has
furnished if the provider or nonpartici-
pating hospital is unable to have the
claim signed in accordance with para-
graph (b)(1), (2), (3), or (4) of this sec-
tion after making reasonable efforts to
locate and obtain the signature of one
of the individuals specified in para-
graph (b)(1), (2), (3), or (4) of this sec-
tion.

Signature requirements.

§424.36

(6) An ambulance provider or supplier
with respect to emergency or non-
emergency ambulance transport serv-
ices, if the following conditions and
documentation requirements are met.

(i) None of the individuals listed in
paragraph (b)), (2), (3), or (4) of this
section was available or willing to sign
the claim on behalf of the beneficiary
at the time the service was provided;

(ii) The ambulance provider or sup-
plier maintains in its files the fol-
lowing information and documentation
for a period of at least four years from
the date of service:

(A) A contemporaneous statement,
signed by an ambulance employee
present during the trip to the receiving
facility, that, at the time the service
was provided, the beneficiary was phys-
ically or mentally incapable of signing
the claim and that none of the individ-
uals listed in paragraph (b)(1), (2), (3),
or (4) of this section were available or
willing to sign the claim on behalf of
the beneficiary, and

(B) Documentation with the date and
time the beneficiary was transported,
and the name and location of the facil-
ity that received the beneficiary, and

(C) Either of the following:

(I) A signed contemporaneous state-
ment from a representative of the fa-
cility that received the beneficiary,
which documents the name of the bene-
ficiary and the date and time the bene-
ficiary was received by that facility; or

(2) The requested information from a
representative of the hospital or facil-
ity using a secondary form of
verification obtained at a later date,
but prior to submitting the claim to
Medicare for payment. Secondary
forms of verification include a copy of
any of the following:

(i) The signed patient care/trip re-
port;

(i1) The facility or hospital registra-
tion/admission sheet;

(1i1) The patient medical record;

(iv) The facility or hospital log; or

(v) Other internal facility or hospital
records.

(c) Who may sign if the beneficiary was
not present for the service. If a provider,
nonparticipating hospital, or supplier
files a claim for services that involved
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